Focus groups of lowincome, racially/ethnically diverse adolescents emphasized the need for trusted assessors to provide nonjudgmental, confidential care and risk reduction counseling that informs adolescents about negative health consequences, yet respects their autonomy. Differences existed between males' and females' perceptions about comprehensive health risk assessments.
Adolescence is an important time for prevention and detection of health risk behaviors and factors and their early intervention, such as drug or alcohol use, risky sexual practices, and mental health concerns. If not addressed, these behaviors and risk factors significantly contribute to both adolescent and later adult morbidity and mortality [1, 2] . Multiple organizations, including the Society for Adolescent Health and Medicine, the American Academy of Pediatrics, and the American Academy of Family Physicians, recommend provider-initiated health risk assessment (HRA) and counseling for adolescents [3e5] . Despite these recommendations, most studies describe low levels (3%e25%) of adolescent HRA in clinical settings [6e9] . To address this discrepancy, studies have focused on various interventions, such as the use of health information technology (HIT) to facilitate adolescent risk assessment in health care settings by providers [10, 11] .
However, no previous studies have assessed adolescent perceptions of comprehensive HRA and counseling, including preferences for settings (clinical and non-clinical) and mode of delivery (e.g., use of HIT). Previous studies assessing adolescents' perceptions have focused primarily on their views of overall clinical care and their care-seeking behavior [12, 13] ; clinical category-specific HRA, such as sexual health [14] ; or specific concepts such as confidentiality or trust [15] . Studies show that low-income, racially/ethnically diverse adolescents have increased rates of risky health behavior [16] , and therefore their perspectives provide crucial information for interventions designed to increase health risk assessment and counseling. There are also gender differences in adolescent rates of risk behaviors or factors and receipt of preventive care. Relative to females, males have a greater number of risk behaviors and lower rates of preventive care [17e19] . Because of these differences, there may also be gender differences in perceptions of the usefulness, most effective setting, and best administration modality of HRA among adolescent males and females.
To better inform HRA interventions, we performed a qualitative study to examine both adolescent perceptions of comprehensive HRAs and counseling, and acceptance of HIT to conduct HRAs. We examined differences in HRA perceptions between racially and ethnically diverse male and female adolescents from low-income families. Information obtained from these focus groups can be used to develop patient-centered interventions that promote participation in comprehensive HRAs for racially/ethnically diverse adolescent males and females from disadvantaged backgrounds.
Methods

Eligibility and recruitment
We identified low-income, racially/ethnically diverse adolescent males and females as potential participants using Florida's Medicaid and State Children's Health Insurance Program (CHIP) databases. We housed these databases through agreements with the State of Florida and as part of our work examining the quality of care for children in Medicaid and CHIP. Most children in Medicaid and CHIP reside in families earning 200% of the Federal poverty level. We designed the focus groups to allow us to reach theoretical saturation related to gender. Because three to five focus groups per population are recommended to reach theoretical saturation, [20] , we conducted eight focus groups with adolescents (ages 14e18 years) stratified by gender and race/ethnicity across three different cities in Northern Florida. Six focus groups were conducted with Medicaid enrollees, with one male and one female focus group in each of the following race/ethnicity categories: AfricanAmerican, white, and Hispanic. Because CHIP enrollees could not be stratified by race/ethnicity, owing to the large percentage of missing race/ethnicity data, two mixed-race focus groups were enrolled with CHIP enrollees, one male and one female. We did not further stratify groups by age.
To optimize participation, we used ArcGIS software (ArcGIS Desktop, release 10; Environmental Systems Research Institute, Redlands, CA, 2011) to identify clusters of Medicaid and CHIP adolescent males and females from different racial and ethnic backgrounds within each city. We then identified community locations within a 4-mile radius of these clusters to hold focus groups. We randomly sampled 80 adolescents for each planned focus group (640 in total) with the goal of having eight to 10 participants per group to meet a standard goal of having four to 12 participants per focus group [20] . We sent invitation letters and followed up with a phone call. We were unable to contact 420 participants (225 people had invalid phone numbers, 22 had both incorrect addresses and phone numbers, 173 did not answer the phone after three attempts, and 119 declined participation). A total of 101 adolescents agreed to participate over the phone, 47 mailed in signed consent forms, and 35 participated in the focus groups. The University of Florida Institutional Review Board approved the study.
Study procedure
Adolescents answered some demographic questions and anonymously completed a slightly modified version of the Guidelines for Adolescent Preventive Services (GAPS) [21] , a comprehensive adolescent HRA tool developed by the American Medical Association, before the focus group discussion. The GAPS was used in its entirety, with additional questions related to dental care. The modified GAPS was programmed into a secure Web site and accessed via tablet so that adolescents could test the tablet-based entry during the focus groups. We created a semi-structured interview guide (Table 1 ) based on our aims to acquire information about adolescents' past experiences and attitudes about comprehensive HRAs and counseling. Trained moderators and co-moderators were all matched by gender, and almost all by race/ethnicity to the focus group participants, to encourage an open atmosphere [22] . Participants received a $25 gift card incentive for participation in the focus group, which lasted approximately 45e60 minutes.
Analysis
Focus groups were audio taped, transcribed verbatim, and imported into ATLAS.ti Version 7.0 (ATLAS.ti Scientific 
Results
The self-reported demographics of the focus group participants illustrate representation across age and gender, with substantial involvement of African-American and Hispanic adolescents, as our recruitment strategy had intended ( Table 2) . Adolescents reported a range of health risks on the tabletadministered HRA ranging from insufficient exercise (45.5%) to a history of sexual intercourse (35.3%) and drug use (11.8%) ( Table 2) .
When asked about whom they approach to discuss health concerns, adolescents primarily named either a family member or peer. They secondarily named doctors and specific community figures, such as pastors or teachers. Both genders periodically noted internet use for health concerns. Doctors were often considered an important source of information because of their knowledge base and their ability to provide detailed patientspecific health information. In general, adolescents felt that the slightly modified GAPS was thorough and did not have many concerns about its length or content, although a few wanted more questions, including questions about bullying. Conversely, some participants, particularly males, felt there should be fewer and less detailed questions. Although a few adolescents did not recall having previously completed a formal HRA, many reported that they had previously performed a formal HRA in school or a clinical setting. In-depth review of the transcripts revealed three major themes of importance for adolescent HRA and counseling: (1) characteristics of the relationship with the health risk assessor, (2) the contextual elements around HRA administration, and (3) the role of individual autonomy and the importance of understanding negative outcomes in leading to risk reduction. In general, males and females had similar major thematic perceptions, but there were gender differences in various components of the major themes.
Major Theme 1: relational values of the health risk assessor
Adolescents frequently discussed the importance of values specific to the relationship they had with the health risk assessor. This consisted of a compilation of minor themes regarding the importance of having a trusting, confidential, nonjudgmental, and caring relationship ( Table 3 , Major Theme 1).
Trusting, confidential relationship. Adolescents noted the presence of trusting relationships to be important in HRAs (Table 3 , Section 1A). With regard to clinical settings, more females cited the value of personable communication in building trust, whereas more males focused on the value of the longevity of the relationship. Trust and confidentiality were often intertwined. For a good relationship to exist, adolescents had to feel they could trust the health risk assessor, which often depended on the ability and willingness of the assessor to maintain .I felt like I trusted her [doctor] and I wanted to be, you know, treated properly so I was honest with her. it [HRA] was more of just like a conversation like this .
[Caucasian] The longevity and frequency of contact facilitated trust.
Just like the old people. They trust their doctors because they go to the doctor's over years of time, so they trust the doctors that they go to, but the people that are younger don't have a chance to build a relationship with a certain doctor, so they're like, "I don't know this dude. I don't know him." [Caucasian]
Because after, like, so many years with them [doctors], you get used to them and they become more familiar with you.
[Hispanic]
Lack of a trusting relationship and fear of loss of confidentiality may prevent adolescents from divulging information. Some were aware of how it could adversely affect health (see also 2B).
The doctors, like, you trust them, like, doing stuff like your ankle or your elbow or something, but if they asked or have some questions like that, you can start being more protective and more lenient toward not telling them everything.
[Caucasian] It's the environment that they've been raised in and the environment that they are in every single day, because it's peer pressure, but then it's also. Or it's just a learned thing and so eventually their mind's, like, "Oh, it's not bad; it's okay." [Hispanic] Adolescents emphasized the role of the individual in deciding to change. Telling adolescents they should change can be viewed as a threat to their autonomy. They won't go. They would think it's a waste of time. Female adolescents often noted that they did not mind their mothers' presence when discussing risk behaviors with the provider. In contrast, male adolescents noted strong concerns about their mother or other female family members learning about their health risks.
When asked about confidentiality concerns in clinical settings, only a few female adolescents had a clear understanding regarding conditional confidentiality (assurance of confidentiality except for certain situations such as risk of self-harm). Others, more frequently males, seemed to believe that doctors would not provide any type of confidentiality. In contrast, a few adolescents either lacked concern regarding confidentiality or reported that they had not previously thought about it. Both genders reported that the provision of confidentiality and its limits should be stated. The interrelatedness of confidentiality and trust became even more apparent when a few female adolescents reflected on personal or acquaintances' past confidentiality breaches.
Nonjudgmental concern. Many adolescents, primarily females, noted the importance of the HRA assessor being concerned or caring about them, particularly in following referral recommendations owing to identified high-risk behavior (Table 3, 1B) . Furthermore, adolescents frequently discussed the importance of feeling that the health risk assessor was nonjudgmental. Concerns about parental awareness of their health risks revolved around fears of negative reactions including judgment, loss of trust, or disappointment. Concerns about parental knowledge and judgment were particularly evident in the male focus groups, whereas females had more concerns regarding physician judgment. Both genders cited that answering questions in a survey format, as opposed to face-to-face, decreased fears about judgment.
Major Theme 2: contextual values of health risk assessment administration
Adolescents noted several contextual concerns regarding HRAs, including three interrelated components (location, presence of others, and professional appearance) and the modality of HRA administration (Table 3 , Major Theme 2).
Location, presence of others, and professional appearance. Although many adolescents noted that they had previously completed some form of an HRA in school or community settings, both genders noted concerns regarding the lack of privacy and/or confidentiality in such settings (Table 3, 2A) . This was primary because of the presence of other adolescents who know them. As a result, adolescents did not like school or community settings, including mobile clinics, as a place for HRA administration or discussion.
In contrast, most adolescents felt that they would be comfortable completing HRAs in clinical settings (Table 3, 2B). Many participants, primarily females, understood the purpose of HRAs, and recognized that they are important in providing appropriate medical testing and diagnosis. Compared with females, males described less experience with receiving preventive care. When males did access preventive care, they noted that it was for sports physicals. In general, males with more limited preventive care experience did not perceive value in completing HRAs and participating in preventive care. Several adolescents, more males, noted that lack of privacy, such as a parent's presence during HRA completion, would hinder honest HRA. However, there was also a sense that privacy, such as placement alone in a patient room, could be offered in a clinical setting. Females frequently cited being offered privacy but wanting their mother's presence, even though they later stated that their mothers may not be aware of all of their Well, I've asked, um, actually the other day, this girl that I've known, she used to be really chunky and then she lost a lot of weight. And I was like, "Ooh, how did you lose all of that weight? What was your secret?" [Caucasian] Some adolescents had fears about outcomes and reported that it prevented them from seeking health care.
My friends have sex and they don't go to get checked up, so just by going, maybe they would think they have a sexually transmitted disease . [Combined race]
Um, maybe the outcome. You don't want to know that you have this issue or something. You don't want to really know, you just want to . uh, that it happened.
HRA ¼ health risk assessment.
health risks. Finally, male adolescents emphasized the importance of the professional appearance of a clinic.
Modality. Adolescents felt that the method of HRA administration was important (Table 3, 2C) . Adolescents noted that tablet administration of an HRA would provide more privacy compared with paper or desktop computer use. In addition, some male adolescents reported that their parents often complete paperbased HRAs, because such assessments are bundled as part of a large check-in packet of documents to be completed at office visits. Adolescent males enjoyed the ease of the tablet touch screen and the novelty of the method. In general, adolescents felt that the use of the tablet also provided a sense of legitimacy to the clinic acquiring their data. Adolescents provided some limited positive feedback regarding the use of other methods of completing HRAs, such as via e-mail or online at home. Female adolescents, however, stressed that they did not want technology to replace face-to-face interaction with providers, particularly with regard to possible risk reduction referrals.
Major Theme 3: autonomy and awareness of outcomes for risk reduction counseling
Autonomy. Adolescents clearly understood the role played by an individual's parents and social environment in influencing risk behaviors, but they also placed significant emphasis on personal autonomy when it came to changing risk behaviors (Table 3, 3A) .
Most adolescents were open to doctor/adult recommendations, especially if it was perceived as being offered owing to genuine concern for their welfare (see Major Theme 1). However, they believed that the decision to change is ultimately that of the individual. They noted that effective method of risk reduction counseling for some adolescents may not be effective for others, chiefly those individuals engaging in high-risk activities. Unfortunately, a few adolescents viewed the doctor as a threat to their autonomy and as an extension of parental control. This was based on the parents' use of health care as a way to monitor their risk behaviors. Interestingly, many females felt that simply completing an HRA could help change risk behaviors and provided some motivation to change through self-reflection. In contrast, males placed greater emphasis on the need to follow up on the HRA with specific resources to address those risks.
Outcomes. In risk reduction counseling, adolescents valued an honest discussion of risks and learning about the negative consequences of health risks (Table 3 , 3B). They believed that hearing from others who had experiences with certain health risks could help prevent or stop risk behaviors. Interestingly, whereas both sexes emphasized the importance of learning about the negative consequences of a given health risk, a few females reported seeking success stories about how someone changed his or her behavior. Adolescents consistently noted that learning about the negative outcomes of health risks could prevent or change health risk. A few, however, also noted that the fear of discovering that they had a negative outcome (e.g., finding out they have a sexually transmitted disease) acted as a deterrent for them to seek medical care.
Discussion
This qualitative study of adolescents' perceptions of comprehensive HRAs reveals the importance they place on their relationships with HRA assessors, the context of the HRA, and discussions of risks that inform them of the negative health consequences, yet respect their autonomy. To our knowledge, this is the first qualitative study to focus on adolescents' perceptions of comprehensive HRA and health risk reduction. Furthermore, it includes perceptions of low-income adolescents about HRAs in both clinical and non-clinical settings. Adolescents were more willing discuss health risk information if they understood how questions related to their health, felt that the discussion was confidential, and had a good relationship with the health risk assessor. Adolescents noted the importance of certain contextual elements of HRA to lessen fear of judgment and decrease privacy concerns, such as completing written HRAs on tablets in clinical settings and seeing their regular primary care provider. Finally, adolescents reported they were more likely to follow risk reduction recommendations if they understood the negative consequences of their behavior, felt the recommendation was offered because of care or concern, and felt their autonomy was respected.
Our study identified important gender differences in adolescent perceptions about HRAs, most notably in the first two major themes: characteristics of the relationship with the health risk assessor and the contextual elements regarding HRA administration. These differences included males desiring less parental presence and having decreased understanding of the protections of clinical confidentiality and the need for comprehensive HRA. Males also placed greater emphasis on professional appearance. On the other hand, more females valued face-to-face interaction and stressed the importance of feeling that the health risk assessor cared about them. Few qualitative studies have assessed adolescent gender differences regarding health care confidentiality and receipt of preventive care. The few studies examining health care confidentiality and receipt of preventive care focused on differences between younger and older adolescents, which our study was not designed to assess [24] . However, quantitative studies among adolescents have noted gender differences. Female adolescents are more likely to receive preventive services, such as sexually transmitted disease screening [19] ; prefer samegendered physicians [25e27]; and not receive private time when seeing male physicians [25] . It is unclear whether differences in health-seeking behavior contribute to the gender differences that we observed in the adolescents' perceptions of HRAs, or whether there are other underlying causes. Regardless, it is important to be aware of gender differences and take them into consideration when administering HRAs or developing HRAbased interventions, to optimize honest adolescent HRA.
Adolescents placed importance on having a caring interpersonal relationship with the HRA assessor, similar to other studies evaluating important characteristics of health care providers [13, 24, 28] . Previous studies likewise noted the importance of trust and provision of nonjudgmental care in physician interactions with adolescents [24, 28] , which we found to be true for both clinical and non-clinical health risk assessors. Whereas adolescents value continuity of care for both preventive and chronic care [29] , this study found that continuity of care is also important for HRA, particularly among males. Our study also found that the modality of HRAs could decrease judgment concerns.
Our study adds to the literature regarding the limits of adolescents' understanding of confidentiality in clinical settings [15, 30] . Adolescents, especially males, felt that physicians tend to divulge all information to parents, which reflects the finding of Klein et al. [30] that although most youth had accessed primary care, only half reported knowing where to access confidential care. Our results further emphasize the importance of universal precautions for optimizing privacy in completing HRAs, particularly for females who may want parental presence but may not be comfortable answering detailed questions regarding their health risks, and the importance of stating the protection and limits of confidentiality to adolescents, to help remove misunderstanding, particularly for male adolescents. Interestingly, in research by Ford et al. [15] , after adolescents read a confidentiality statement, they still had significant misunderstandings of confidentiality, which brings to light the importance of providing information to adolescents in clear and simple terminology and "conveying trustworthiness." This is a key factor our adolescents noted as a necessity for honest HRA.
Our findings are consistent with past studies and extend beyond them in noting that poor parental communication and higher-risk behavior or factors are related to increased confidentiality concerns [15, 31] . Previous studies note the importance of providing a private clinical setting for specific types of HRA administration [14] , but few asked about adolescents' privacy concerns in non-clinical settings. Similar to our findings, two previous studies noted that adolescents felt more comfortable discussing health risks in clinical (non-school) settings [32, 33] . Our study found that this preference is partially because of privacy concerns, but also because adolescents can more easily understand the purpose of physicians acquiring such personal data. Studies reveal that adolescents have concerns about accessing clinical care where other adolescents they may know can see them [30, 34] , and our study shows that these same concerns are present for adolescents completing HRAs.
In discussions about risk reduction counseling, adolescents frequently cited the need to understand possible health outcomes and the importance of respecting their autonomy. Adolescence is well-known as a time when autonomy must be negotiated. Studies have noted the importance of supporting adolescents' autonomy for health promotion, although other factors such as parental responsiveness can also have a role [35, 36] .
Some limitations of this study merit attention. First, by design, the sample was limited to Medicaid and CHIP enrollees living in a specific region, and only a sample of these adolescents agreed to participate. However, our findings are consistent with other studies performed in different regions and nationally within the United States. Furthermore, the sampling design is a strength of the study, because it allowed us to sample a diverse group of adolescents that would not have been included in our sample if we had used convenience samples of adolescents accessing medical care. Second, because adolescents completed the comprehensive HRA anonymously, owing to our institutional review board specification, many adolescents had difficulty understanding that the real-world application of the comprehensive HRA would not be anonymous. Although moderators attempted to clarify this, review of the transcripts revealed that adolescents still had some misunderstandings.
This study provides insight into adolescents' perceptions of HRAs and gender differences that must be taken into consideration to provide patient-centered care for adolescents. The key findings of this study are that low-income, racially/ethnically diverse adolescents prefer HRA strategies that make the purpose of HRAs known; provide privacy and discuss confidentiality; use modalities that emphasize nonjudgmental, private care, such as HRA surveys administered via tablets; and use communication techniques that respect adolescents' autonomy to change health risks. Furthermore, gender differences such as males' greater misunderstanding of physicians' provision of confidentiality and greater emphasis on the importance of the professional appearance of a clinic highlight the need to take additional steps to address such concerns. Building on our study's findings, potential steps that physicians and clinics can take to address adolescent concerns include the following: Use tablet-based HRAs that provide messages to adolescents that note the reasoning and importance of HRA and highlight the provision of confidentiality; provide privacy in completing the HRA; and provide risk-reduction counseling that respects adolescent autonomy, such as Motivational Interviewing [37] .
